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finishing in a dense sclerosis. Eventually the bone became brittle. It was not a case of bending of the spinal canal or of the pressure, but was an actual concentric narrowing, owing to increase in size of the bone. As Mr. Cairns had indicated, the prognosis depended on the severityof the paraplegia before operation, but it also depended on the stage that the disease had reached. He had known recurrence of paraplegia follow about eight years after successful operative relief, the recurrence being due to progress of the Paget's disease in the vertebral column. The PRESIDENT said an important consideration was the progressiveness of the original disease; he would like to know how long cases had been followed.
Dr. RIDDOCH (in reply to the President) said he was not able to say, offhand, how long his patients had remained reasonably well after laminectomy, but he had not had one who had done so longer than the patient in the case mentioned by Mr. Julian Taylor. Nocturnal fits. No aura. He knows he has had a fit by the intense headache down the left side of his face, which lasts during the whole of the next day. He has loss of sphincter control and bites his tongue during a fit. During the last few years fits have occurred every twelve or fourteen days. They now begin as a twitching on the right side of the mouth. This spreads from the lips to the tongue and after about two minutes speech is lost. At the same time the patient loses sensation in his right arm. After a fit he feels well again in about five or ten minutes. On one occasion he. had diplopia. Occasionally the fits have been preceded by an unpleasant smell. Vomiting sometimes occurs after meals.
On examination.-Marked bulge in left parieto-temporal area, pushing left ear out and down, and giving head a very asymmetrical appearance. Hearing poor in left ear. Marked tremor of outstretched right arm. Sensation normal in all forms. Reflexes normal. Blood-pressure 125/85.
Skiagrams show definite bulging of left temporal region and shadow of what was
subsequently found to be a cholesteatoma.
Cerebrospinal fluid clear and colourless; no cells seen; total protein 0-12%. Lange 0001122100. Wassermann reaction negative.
Operation.-A left temporal exploration was performed on April 4, 1935, by Mr. Geoffrey Jefferson. A large cholesteatoma was found, extending along the floor of the middle fossa to the parasellar region. This was evacuated almost completely, but it was found impracticable to remove the cyst-wall owing to its proximity to the internal carotid artery and cavernous sinus.
Six weeks after the operation an aseptic meningitis developed, and the wound had to be opened again. Two ounces of grumous material were evacuated, and the meningitic signs rapidly subsided. Since the operations the fits have diminished in frequency and severity, and since the second operation there have been no fits, apart from slight facial twitching.
Di8cU88ion.-Dr. MACDONALD CRITCHLEY said he was under the impression that the term " cholesteatoma " had now passed into oblivion, surviving perhaps only amongst otologists. It was a word entirely without pathological precision when applied to cerebral tumours. More than one type of cerebral tumour contained cholesterin. The cholesteatoma of aural surgeons was different from the cholesteatoma of the veterinary surgeons, and different again from the tumour under consideration. The Americans followed Cruveilhier in calling them "pearly tumours." Perhaps the most satisfactory term was " epidermoid," as arfording a clue to the histogenesis, the association with dermoid tumours being a close one.
Dr. RIDDOCH, referring to long histories; said he remembered his first case of cholesteatoma, upon which Mr. Trotter had,-operated ten years ago. The patient, a womuan aged about 60, gave a history of at least 15 years' duration of the condition. She had a stormy post-operative course, but ultimately re'overed. The tumour had filled up the posterior fossa, causing multiple cranial nerve pal'sies. History.-Three years ago, whilst at play, collided with another girl whose chin, it is said, hit the patient's forehead. She continued to play and felt none the worse for this trivial accident. During the subsequent months a swelling arose at the site of this impact. -The swelling has slowly increased in size and the patient now complains of intermittent stabbing pain in the swelling. This pain is very infrequent and was last present at Christmas 1934. She states that for the past twelve months the vision in the right eye has been failing'and that she has to tilt her head to the left in order to view objects clearly out*of the 'right eve. This defect has hardly progressed during the last year. There has never been any weakness, giddiness, nausea or vomiting. She has always worn glasses. Present state.-Normally developed girl ; average intelligence afebrile temperature and pulse normal. There is a hemispherical swelling over the right frontal eminence, about an inch and a half in diameter. Its superior limit rises rather abruptly from the skull, whilst below and laterally it merges gradually into the surrounding bone. The swelling is bony in consistence, and is painless. The anterior portion of the superior temporal crest is broadened and more prominent on the right than on the left side. The right temporal fossa looks slightly fuller than the left. The overlying skin is freely movable and of normal appearance, except for a few dilated veins not present on the other side. The central nervous system is normal and there are no other physical signs.
Osteitis Fibrosa of Right
Ophthalmological report (Mr. Humphrey Neame).-Right: Vi'sion, finger-counting at one foot. No definite perception of 2-5 cm. red or yellow discs at one foot; even three-inch coloured cards give very uncertain results. Field-to-hand movements good. Disc pale (primary optic atrophy) with a myopic crescent on the temporal side. Left disc healthy. The perimeter charts do not show any gross deviation from the normal.
Cerebrospinal fluid not under pressure, no abnormal constituents, WassermaDn reaction negative.
X-ray examination.-There is a dense bone-like opacity filling the region of the sphenoidal sinus and projecting upwards behind the roof of -the right orbit. There is also a rounded projection from the right temporal region and mottled appearance of bone in this region. Skiagrams of remainder of skeleton show no abnormality. 25.4.35: Ventriculography revealed no abnormality in ventricular system. Diagnosis.-Before ventriculography I thought the case to be one of diffuse invasion of the skull from a dural endothelioma underlying the boss on the forehead. Ventriculography, however, having demonstrated that there was no deformity of the ventricles, I now regard the case as one of osteitis fibrosa of the skull.
Proposed operation.-I propose at a first stage to remove a right frontal bone; flap, to kill it by boiling, in order to arrest the process of disease in the bone, and at a second stage to attempt to remove the tumour growing in the anterior fossa.
POSTSCRIPT. Subsequent history.-The proposed operation was carried out, the right frontal boss being exposed, and cut off the undorlying bone with a chisel. A right frontal bone flap was then cut, removed, and boiled in water. The whole disease appeared to be on the external surface, the internal surface having a normal appearance. The boiled bone was replaced and the wound closed. A week later
